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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
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resident to meet the total nursing and personal
care needs of the resident.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents. -

These Requirements were NOT Met as
evidenced by:

Based on observation, interview, and record
review, the facility failed to implement fall risk
interventions for a resident assessed to be at risk
for falls, by not maintaining the resident's bed in
the lowest position to minimize the risk of injury.
This failure applied to one (R2) of four residents
reviewed for accidents and resulted in R2 being
hospitalized after a fall, for obtaining a cervical
spine injury and brain concussion.

Findings include:

R2is a 98- year- old male who was admitted to
the facility on 8/1/2021, with the following past
medical history; chronic obstructive pulmonary
disease, dementia in other diseases classified
elsewhere with behavioral disturbance,

undeferential schizophrenia, essential primary
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hypertension, peripheral vascular disease,
unspecified injury of right wrist, abnormal weight
less, hyperlipidemia, personal history of
pulmonary embolism, etc.

R2 had an unwitnessed fall on 3/11/2022 and was
sent to the hospital for evaluation. Hospital record
dated 3/12/2022 states; This is a 98-year-old
gentleman who was admitted to the hospital with
unwitnessed fall sustaining traumatic type 11
allantoaxial rotatory fixation along with facial
contusion, now with acute encephalopathy due to
brain concussion.

Fall risk assessment dated 9/03/2021 scored R2
as an 8 (at risk for fall). Care plan initiated
$/15/2017 states that R2 is noted to be at high
risk for falls related to muscle weakness,
dementia, use of medication, etc. Fall
interventions include always have bed in lowest
position while resident is in bed, floor mats while
inbed, rounding at a minimum of every 2 hours
and prompt, or assist for change in position,
reposition away from side rails, etc. Minimum
Data Set (MDS assessment dated 12/1/2021
section C (Cognitive) coded R2 with a BIMs score
of 00, section G (Functional status) coded R2 as
extensive assist with one staff physical assist for
allADL care, and total dependence for bed
mobility and bathing.

Progress note dated 3/11/2022 documented by
V6 (LPN) state the following: Resident was
discovered on the floor during rounds
assessment revealed swollen face. Further
documentation the same day states, Writer called
hospital regards to resident admission, The ER
Nurse confirmed that resident was admitted With
Diagnosis of Contusion.
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